In recent years, it has been increasingly recognized that getting human resources (HR) policy and management right has to be at the core of any sustainable solution to social performance in the health care sector (Bach, 2001) . A well-motivated and appropriately skilled and deployed workforce is crucial to the success of care system delivery and to reach the quality standards of care (Buchan, 2004) . Moreover, as many care organizations directly provide services using people as the conveyers of particular service technologies, personnel represent their most critical organizational input. As a result, HR systems are particularly important because they can encourage performance among those employees (Hasenfeld, 1983; Sowa, Selden, & Sandfort, 2004) .
In spite of the growing recognition of the importance of human resources management (HRM) within health care organizations, HRM cannot be regarded as a universal and perfect system of personnel management that can be applied equally within every modern organization and its (changing) environment. It is too readily accepted that HRM will automatically contribute to the quality and competitive position of the organization and its staff. It forms one of the basic premises in many of the normative HRM subject libraries. There is actually very little sector-specific research on the subject to empirically support this premise (Buchan, 2004) . It is equally our most definite conviction that it is precisely this kind of (contextual) research that can provide a firm and solid basis for initiatives in policy optimization and innovation rather than blindly following the normative HR discourse. As well articulated by Rousseau (2005) , a key issue is why management practices in health care organizations are not subject to the same evidentiary requirements that clinical innovations are. These organizations lack evidence-based management knowledge. In consequence, personal experience and selfgenerated knowledge play a much larger part in determining how managers in health care approach their job than does shared professional knowledge. Empirically and sector-specifically searching for effective best policy practices will make it clear in which way HRM can be successfully implemented within specific organizational contexts.
Against this background, we have attempted to lead an empirical study with regard to the dynamics of HRM (including work design) and social performance in the sector of Belgian older people's and nursing homes. In Belgium, an older people's home is defined as one or more buildings that functionally generate a collective residence in which elderly people live on a long-term basis. In the older people's home, the usual family and household care is given completely or partly. The legislator further defines elderly people as people of 60 years and older. A nursing home is for people with long-term care needs who are heavily dependent on the help of others for the activities of daily living. In 2000, there were 769 nursing and rest homes in the Flemish Community (one of the three communities in Belgium in which we did our research). The majority of the older people's and nursing homes is private nonprofit. Each service has its own management. However, if a service wants to be subsidized by government (which most services are), it has to comply with the norms and quality standards the government has set. Flanders has had, for instance, "a quality decree for health and social services" since 2003. It forces all the services to have a mission and to monitor the quality of their own activities. If not, the service can lose its recognition and/or be forced to pay a fine (Declercq & Van Audenhove, 2004) .
The academic literature highlights more and more the importance of organizational context as an influence on the quality of care in nursing homes and that, within the organizational context, progressive HR policies and practices can have a substantial impact (e.g., Barry, Brannon, & Mor, 2005; Eaton, 2000; Rondeau & Wagar, 2001) . To understand this impact, we have to refer to some unique characteristics that differentiate the health care sector from other sectors.
The workforce is larger and diverse and comprises separate occupations often represented by powerful professional associations or trade unions. Some have sector-specific skills; others can readily move from the health care sector to employment in other sectors. The avowed first loyalty of those with sector-specific skills and qualifications tends to be to their profession and their patients rather than to their employer (Buchan, 2004) . Moreover, HR issues involved in managing professions or semiprofessions has been given limited attention because in the past it has been assumed that health professionals or semiprofessionals are motivated by intrinsic rather than extrinsic factors discouraging the adoption of active HR policy (Bach, 2001) . 1 And it is not only the organizational context that differentiates the sector from many other sectors in terms of HRM. Many of the measures of organizational performance are also unique (Buchan, 2004) . In HRM research, financial output criteria are often used as primary indicators of the effectiveness of management systems (Becker & Gerhart, 1996; Becker & Huselid, 1998; Wright & Boswell, 2002) . More recently, researchers have begun to focus more directly on worker outcomes and to look explicitly at the impact that HR practices have on employee attitudes and behavior at work (Applebaum, Bailey, Berg, & Kalleberg, 2000; Guest, 1999 Guest, , 2002 Peccei, 2004) . These researchers believe that the real challenge in the field of HRM is not just to understand how HR policies and practices in the areas, for example, of employee selection, training, job design, and rewards can help to maximize the productivity and financial performance of the organization, but rather to understand how different policies and practices in these key areas actually affect the people most directly involved, namely, workers on the shop floor, the so-called human resources of HRM.
In this article, we examine the relationship between HR practices and social performance criteria as job stress, burnout, and perceived individually tailored care. We will first discuss our conceptual framework, which is based on the job demand-job control model of Karasek (1979; Karasek & Theorell, 1990) . We then introduce our survey method. The survey had both a descriptive and an explanatory character. On one hand, we wanted to collect descriptive information on the (quality risks of the) care occupation. On the other hand, we wanted to explore the organizational fundaments (including HRM and work design) of work stress and individually tailored care in older people's and nursing homes.
CONCEPTUAL FRAMEWORK
The search for the best practices in relation to quality results takes place within the organizational and sociological tradition of conditional or riskstatement research in the area of "quality of work/product(ion)." A key variable within this tradition is the labor division. According to advocates of the conditional approach, there is a need for models that establish the relationship between, for example, the reduction of work fragmentation on the one side and the increase in individual welfare and efficiency on the other. A good example of such a model is that of Karasek (1979 , Karasek & Theorell, 1990 , which was later expanded into more integral quality and organizational models such as, for example, the sociotechnical model (De Sitter, Den Hertog, & Dankbaar, 1997 ). Karasek's model consists of two factors: job demands (problems encountered by staff during or as a result of work) and job control (the autonomy, independence, or decision-making scope people have when they carry out their work). The combination of both these factors determines whether or not the work contains a risk of stress (several regulation problems combined with little opportunity to regulate) or opportunities to learn (several regulation problems combined with several opportunities to regulate). In the former case, the model suggests demoralizing or tense work; in the latter, it suggests active or challenging work.
Although this model has been widely known and advocated for many years, it has been subjected to critical discussion. The status quaestionis, which is deployed in various critical overview articles (e.g., De Jonge & Kompier, 1997; Kristensen, 1996; Van der Doef & Maes, 1999) , shows that there are still scores of empirical and conceptual gaps and problems, despite the rich tradition in research. From an organizational-sociological (but also managerial) viewpoint, the most important conceptual gap can be identified as the lack of organizational support structures on which job demands and job control can be based. An expansion of this model is presented graphically in Figure 1 . The model can be read as a systematic and theoretical expansion of the job demands-job control model into the area of organizational sociology and HRM.
Within the model, the starting point is the system level of the care organization. Most attention is given to the way in which care organizations affect and could affect quality sources. Quality conditions can generate certain "autonomous" quality dynamics, or at least several normative theories about HRM and work design would lead us to believe. The assumption is that care institutions with innovative policies regarding work design or training, learning, and development or labor relations and leadership are more successful in keeping work stress under control and making the best use of individually tailored care. In addition, they largely condition the regulation problems and opportunities that care workers experience within their specific professional role.
In line with the sociotechnical theory (De Sitter et al., 1997) , we consider regulation problems as those problems that the staff experience during (or as a result of) their work within a certain organizational context and that call on their "regulating" capacities. Regulation problems are an indication of potential quality risks. As we also know from previous research (e.g., Lambert & Lambert, 2001) , care work employees are confronted with all sorts of problems during their work. They face: • Difficult care situations (e.g., dealing with awkward or emotionally vulnerable old people) • Difficult work situations (e.g., working under time pressure or dealing with disruptions as a result of having to wait for other services) • And the difficult combination of work and family (e.g., as a result of working irregular hours)
Some of these problems can be almost completely eliminated (e.g., disruptions as a result of having to wait for other services), but there is no real solution to others (e.g., dealing with emotionally vulnerable old people or doing shift work). A workplace without regulation problems does not exist. It is, however, important that the first kind of problem is eliminated and that there is sufficient provision of regulation space for the second type. Otherwise, there is a risk of a decrease in quality. Also in line with the sociotechnical theory (De Sitter et al., 1997) , we define "regulation opportunities" as the opportunities that the staff has to effectively deal with regulation problems. In the example of dealing with emotionally vulnerable old people, this could mean, for example, the providing of sufficient autonomy, collegiate and/or policy deliberation, and support. Whenever there are a lot of regulation problems and few regulation opportunities in the workplace (but also more generally within organizations), this indicates quality risks.
Finally, at the last mentioned individual level, quality is affected and it is specifically revealed, for instance, in terms of stress and individually tailored care. Signs of stress and perceptions of individually tailored care are examples of personal attributes that can be empirically observed at an individual level. The question is, then, whether and how these personal symptoms are affected by the job on one hand and by characteristics of the organization on the other.
In this context, two basic hypotheses have been formulated in accordance with the difference between quality conditions and quality risks.
Hypothesis 1:
Innovative policies, in terms of work design and HRM, increase the likelihood of lower stress rates and more individually tailored care. Hypothesis 2: Few regulation problems in terms of the above-mentioned difficult work and care situations, the pressure of work, the difficulty in combining work and family, and several regulation opportunities in terms of autonomy, involvement, or support will mean reduced stress and increased individually tailored care.
METHOD
To test both hypotheses, we refer to the results of a survey conducted in Belgian older people's and nursing homes at the beginning of 2000. A total of 91 primary administrators and 2,426 nurses and care workers took part in
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the survey. The primary administrators filled out the organization survey, whereas nurses and care workers completed the personnel survey. In Belgium, a certified nurse is trained for at least 3 years. Care workers can have different sorts of training, either received in secondary school (between 12 an 18 years of age) or by taking a course at a later age. This course takes about a year on average. At the organizational level, only 10% of the administrators refused to answer. At the personnel level, response rates between 50% and 100% per institution were realized. The average response rate was 78.2%. During the field work, the following procedure was applied. The questionnaires on the organizational level, together with a cover letter, were sent to the primary administrators of the older people's and nursing homes. In the cover letter, we outlined the purpose of the survey and described the expected efforts of the administrator and the nurses and care workers. We asked the administrator not only to complete a large questionnaire on the organizational level but also to stimulate or persuade a minimum of 50% of their nursing and caring personnel to fill in a questionnaire at the individual level.
2 When they failed to reach this minimum, representative results on the organizational level could not be calculated, and subsequently the institution should be considered as a drop out. In return, we guaranteed a detailed and confidential bench mark report on quality of care and quality of labor in the sector of Flemish older people's and nursing homes. This tailor-made report was for free.
After a short time for reflection, a team of trained interviewers contacted the administrators. In case of a nonparticipation, the institution was immediately substituted. When the administrator gave a positive reaction, the interviewer made a face-to-face appointment to control the organizational questionnaire, to deliver the individual questionnaires for the nursing and caring staff, and to convince the administrator of the 50% minimum norm once again. Reaching this norm was also important for the interviewers because they received a financial bonus in return.
In accordance with our conceptual model, the survey included questions about quality conditions, quality risks, and quality consequences.
Quality conditions concerning characteristics of the organization were surveyed almost entirely at the organizational level by means of the organization survey.
Quality chances and risks were found at the lower level of the work situations and were surveyed entirely at personnel level.
Quality consequences were surveyed by means of the personnel survey. This related to the symptoms of the individual.
To gain a quantitative impression in regard to stress and burnout, we referred to two scientific funded research questionnaires that have been used for many years in social scientific and psychomedical research. These are (a) the Dutch version of the General Health Questionnaire (Koeter & Ormel, 1991) and (b) the Flemish edition of the Maslach Burnout Inventory (Vlerick, 1994) .
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The General Health Questionnaire uses 12 questions to gauge the occurrence and severity of psychological complaints (Cronbach's α = .88). Examples of the questions include: "Have you lost a lot of sleep recently on account of worry?" and "Have you recently felt that you are constantly under pressure?"
The Maslach Burnout Inventory uses 16 questions on a scale from 0 (never) to 6 (every day) to gauge the severity and measure of a person's burnout. Burnout thereby comes under three distinct dimensions: (a) the frequency of occurrence and emotionally exhausted feelings (exhaustion; Cronbach's α = .82), (b) the frequency of occurrence of dehumanizing job behavior (i.e., the extent to which staff develop a hardened, cynical attitude with regard to the people with whom they work; avoidance; Cronbach's α = .55), 3 and (c) the frequency of occurrence of low self-assessment of job skills (competence; Cronbach's α = .73).
Certainly in comparison with the tradition that surrounds stress and burnout research, quantitative research regarding employee perceptions of quality of care is still in its early stages. Nevertheless, in both the subject literature and public opinion, there is already a great deal of consensus on what humane or qualitative good patient care and treatment can involve. In this regard, one thing is certain: The concept fields various dimensions or aspects, each of which contributes to a global qualitative patient treatment. Before recording these various dimensions, we let existing quantitative and qualitative research inspire us (e.g., Donabedian, 1982; Schrijnemaekers, Te Wierik, & Fredericks, 1996) , and we arrived at our own devised stock of questions. 4 Two dimensions have been distinguished:
• The emotional individually tailored care within one's own work (examples include: "Can you indicate which resident-oriented activities may occur during the course of your work: stimulating physical self-help activities?/focusing involuntary attention on your work?/etc."; Cronbach's α = .78); • The individually tailored care culture within the institution (examples of questions include: "To what extent do you agree with the following propositions: In our institution, attention given to residents and/or family members is not really seen as work?" "In our institution, the staff often have no time to give attention to the residents?"; Cronbach's α = .71).
It should be emphasized that because of the cross-sectional character of the research, it is difficult to make any causal inferences. The relationships among key constructs are also potentially highly complex. They are often deeply embedded in wider systems of variables and operate at different levels of analysis (see also Peccei, 2004) . Therefore, the data were analyzed using both multilevel and aggregated data. Generally, in research examining organizational effectiveness, the methods employed focus on a single level of analysis, either organizations or programs (Sowa et al., 2004) . Multilevel models are designed to simultaneously analyze variables from different levels (organizational, individual) using a statistical model that includes the various dependencies. This benefits the impartiality of the observations and therefore the reliability of the statistical tests (Goldstein, 1995; Snijders & Bosker, 1999; Sowa et al., 2004) . In addition, analyses were carried out on the basis of the difference between excellent institutions (n = 20), average institutions (n = 50), and risk institutions (n = 21). This division was obtained after the institutions had been ranked according to the aggregate scores for the consequences on quality (stress, burnout, and individually tailored care). The (variance) analyses show the findings of the multilevel regression analysis; moreover, these findings also give rise to a number of additional and/or more pronounced conclusions.
Within the framework of further reporting the results, we will first present a range of results concerning innovations or reorientations in the areas of work design and HRM. Later on, we will deal with the results of the explanatory analyses. We will examine whether or not the innovations have actually had a positive effect on the stress and the individually tailored care perceptions of the nurses and care workers.
INNOVATIONS DETECTED FUNCTIONAL VERSUS RESIDENT-ORIENTED CARE STRUCTURING
Between Theory . . . Since Mintzberg's (1983) "professional bureaucracies" carried out research and recorded their findings, we have known that these types of organizations base their coordination on the standardization of skills, which is gained mainly through official training courses. Using what Mintzberg indicates as "pigeon holing" (the organization tries to link a predetermined case to a standard program), professional bureaucracy can separate the various tasks executed from each other and give them to separate, relatively autonomous groups or solo professionals or semiprofessionals. Departments and staff services endeavor to tackle complexity by means of standard instructions and procedures. No account can be taken of the fact that everyone wants something different. The solutions that are supplied are then also mediated solutions. These solutions are less than optimal for the one receiving care, and they stand in stark contrast to the requirements of demand-oriented care.
In the current literature on alternatives to the professional bureaucracy model of work organization, the concept of multidisciplinary (or customeroriented) teamwork is becoming increasingly prominent (e.g., Leathard, 1994; Ovretveit, 1993; Wilson & Pirrie, 2000) . The idea of a minimum of functionalizing lies at the heart of this new team concept. This means that the
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various professional groups and their qualifications will no longer be used as the major structuring principles, but rather the various clients with their specific care features and questions. An attempt will be made to link every client family to their own fully equipped subsystem. Applied to the intramural elderly care, this may mean, for example, that separate subsystems will be drawn up for the most important distinguished client families: (a) the mentally healthy residents with acute physical handicaps and (b) the demented and/or psychogeriatric disturbed residents, with or without a physical handicap (De Prins, 2001 ). The various disciplines are then centralized on the unit, and these are responsible for the total care and support of the residents. This way working staff will be managed not according to professional groups but according to the client groups that they serve. The multidisciplinary team can be portrayed rather as a coordinated means of working together than a highly integrated form of self-operational teamwork. The evident autonomy and expertise of the professionals or semiprofessionals stands in the way of a completely integrated team operation. The team aspect of a multidisciplinary care system is rather to be found in the mutual aim and in the opportunity to jointly solve problems or discuss shortcomings and to suggest remedies, if necessary. The advantage of teamwork appears primarily to be the mutual gains achieved by employees in learning from one another, problem solving, and offering support (Appelbaum & Batt, 1995) .
. . . And Reality
What do the research results suggest about the actual penetration level of resident-oriented structures?. The majority of the institutions (70.9%) state explicitly that they work with one or more forms of departmental operation. This would be a surprisingly high percentage. However, behind this percentage there lurks a hybrid reality. Institutions always have to take various selective steps to arrive finally at a definite plan for a practical structure. The initial selection concerns the choice of applying the grouping or departmental principle to all the residents or merely a limited number of them. Larger institutions will perhaps tend rather to divide the entire resident population into separate entities, whereas smaller institutions will design a separate section for a limited group (e.g., severe dementia profile). This latter option is dominant in our sample of institutions. A second and, for our purposes, more important selection that the organization must make is whether or not to allocate (permanent) staff to entities. To speak in terms of integrated personnel work teams, we will employ the following two requirements: (a) all the care personal operate unit oriented and (b) all the nursing personal operate unit oriented, except for any required night duties. At this point, the data give a less triumphant picture: About 25% of the institutions satisfy the two integrated work team requirements. This is not surprising. It could be assumed that the need to consciously organize according to target groups is
558
De Prins, Henderickx a recent requirement so that many institutions find themselves in a sort of "transitional phase." The relatively small scale of many older people's and nursing homes also renders its implementation less urgent. Moreover, a reorganization involves considerable extra cost. To keep costs to an absolute minimum, mixed forms prove very persuasive in practice.
OPTIMISTIC VERSUS PESSIMISTIC SCENARIOS IN TASK ENLARGEMENT
Between Theory . . .
The past decade has had a lot to do with task-enlargement and tasksplitting scenarios within care work. Mainly as a result of the threatening scarcity on the labor market, changes in the work itself, and increasing work pressure, ways have been investigated to formulate an answer by means of function differentiation to all sorts of questions related to quality, organization, and personnel. By and large, there are two visions which stand out: Some nurses fear the creation of a lower rank of lesser trained staff, whereas others believe that innovative practices require all nurses to be highly trained. In some ways this debate within nursing reflects the division between Pioire and Sabel's (1984) optimism about the extent of job upskilling, and Atkinson and Meager's (1986) model of a division between core and peripheral workers (Walby, Greenwell, Mackay, & Soothill, 1994) . In what follows, both visions are confronted with the empiric material.
. . . And Reality
As Table 1 makes clear, the pessimistic scenario can be supported. Where there is mention of function enlargement, this occurs mainly among the senior nursing staff. Alongside quality tasks, palliative tasks, accompanying tasks, supply control, and purchasing tasks occur the most at this function level, relatively speaking. The lower the hierarchical position, the less mention of integrated functions. The function enlargement scenario manifests itself in Belgian older people's and nursing homes as a one-sided scenario: Mainly senior positioned staff and more highly trained staff benefit from it. Notice also that at present there is no significant link between the extent of task enlargement and the broader work design. And so institutions that operate with a maximum of integrated entities do not score significantly better on task integration. It could be expected that a structural establishment of an interdisciplinary approach within the institution should stimulate function flexibility. The results cannot (yet) confirm this premise. there has been talk of an influx and little or no circulation. To fill up jobs, one buys the necessary qualifications directly from the labor market. There is always a corresponding occupational market segment on which the required qualifications are ready for service. The concept of an occupational market segment has been acknowledged mainly in the classical labor market typology of Lutz and Sengenberger (1974) (betriebsspezifische qualificationen). Jobs within occupational market segments do not have a specific organizational character, but require professional qualifications, which the organization does not need to supply to those involved. Jobs lead to closed segments and strongly reduced job and salary classifications. Little or no mobility is possible between these segments. Concepts such as career development policy, career planning, and mobility are not generally accepted in the care sector. However, at the discourse level, changes are being perceived. In accordance with the employability discourse, there is an increasing call for horizontal rather than vertical career initiatives. A career within the organization is therefore not a career linked to remuneration but a career from novice to expert (Benner, 1984) within the profession. Research shows that suitable horizontal career policies are not yet being made available at present because of factors such as tight staffing levels. Institutions are forced to devote their potential in a universal fashion. Therefore, there is rather talk of what we would like to call sham occupational market segments. There is no place for experience valorization.
SHAM VERSUS GENUINE OCCUPATIONAL MARKET SEGMENTS

. . . And Reality
The disappointing results in Table 2 bear witness to this. Age-conscious personnel policies are implemented in terms of limiting working hours and not, or rarely, in terms of limiting heavy tasks and/or experience valorization. Task flexibility in terms of career expertise is still meager. At present,
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OPTIMISTIC VERSUS PESSIMISTIC TRENDS IN TRAINING AND DEVELOPMENT
With regard to training and development, a more optimistic picture can be presented, at least as far as the investment in quantitative training is concerned. It is noticeable that the majority of institutions easily exceed the annual regulated limit of 8 hours training for each staff member of the nursing and caring corps: extremes of between 40 and 50 hours training can be noted. These relatively favorable figures can only be welcomed. Within the framework of promoting expertise on the one hand and increasing regulation opportunities on the other, the development of a thorough in-service training policy is always of prime importance. It forms a supportive measure throughout the care profession, and it can be employed to anticipate changes in job demands. Initiatives in task enlargement also increase the importance of opportunities for professional development.
The same research shows, however, that although the training obligation gives rise to a quantitative investment in staff training, the qualitative investment in training and developmental policies is rather minimal.
In a maximal scenario (Stewart, 1999) , institutions are going from a so-called training circuit; they start by signaling training problems or needs, and this is followed by an analysis and the formulation of training aims. After the training has been completed, the effectiveness and efficiency of the training can be assessed on the basis of evaluation criteria set up in advance. Ideally, this is not limited to the response level and the learning level, but the work conduct level and the organizational level are also assessed. If it is desirable to stimulate intercollegiate study, then the assessment involves also colleagues.
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. . . And Reality
The confrontation between the ideal situation and actual practice reveals the following results. Only 1 out of 2 institutions formally enquires about systematic training needs. Only 1 out of 3 institutions maintains an individual training file per staff member. It is noticeable that only 58% of the institutions surveyed anticipate and provide replacements when some of the care staff follows training courses. For some institutions, investment in training is linked to a temporary increase in work pressure on others. Perhaps the lack of a systematic personnel buffer in most institutions lies at the bottom of this. Assessments between colleagues receive the worst score of all within the domain of training. It seems that assessments of training are not an established practice within the sector. This is regrettable because it hinders individual, organizational, and collegiate learning.
CONTROL VERSUS INVOLVEMENT
Between Theory . . . Management systems contain an implicit summary concerning conduct, especially regarding staff motivation. These systems can be typified according to the extent to which they are more or less geared toward control and extrinsic stimulation or stimulating intrinsic involvement in the work and the organization (Friedman, 1977) . Control and involvement are not mutually exclusive strategic dimensions. Although they are often in line with each other, they can also be at odds. This tension is noticeable, for example, when an employee is expected to display both subordination and initiative at the same time. This is the case in care organizations because the quality of care is largely determined by direct patient-client interaction. At the same time, it is assumed that the work is carried out as far as is possible according to the guidelines and that it is sufficiently flexible to respond to the wishes and requirements of those requiring care. Whenever these elements become unbalanced, there is a risk of problems arising not only in the interactive balance between employee and client but also when it comes to attaining broader organizational objectives, whether official or not (see Goffman, 1961; Lipsky, 1980) .
. . . And Reality
The results in Table 3 indicate the relatively critical relationship of care staff with their supervisors. Fewer than half of the respondents think that
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De Prins, Henderickx their immediate supervisor has a sufficient overview over the work to make accurate assessments (35.5%), accurate estimations (37.2%), effective plans (43.7%), and to act as a representative for the staff (46.3%). A considerable number of respondents are also of the opinion that their supervisors do not treat all staff equally and do not make it clear if their staff do their work well. Most of the respondents receive general appreciation from their immediate supervisors and, likewise, stimulation to work together with colleagues. Also, 57.7% are of the opinion that their supervisor is capable of developing an effective care work vision. Relationships with colleagues are also given a positive assessment: In 71.4% of the cases, colleagues cover for each other. In addition, colleagues usually show sufficient appreciation for each other's work and take sufficient account of each other's feelings.
INNOVATIONS ASSESSED
After examining the results concerning innovations, we now turn our attention to the results of the explanatory analyses. These analyses were carried out using the multilevel method. In addition, analyses were carried out on the basis of the differences among excellent institutions (n = 20), average institutions (n = 50), and risk institutions (n = 21).
INNOVATIONS = BEST PRACTICES?
How do the excellent institutions fare in the sample? It appears from Table 4 that excellent institutions do not vary in their scores regarding an innovative organizational structure. Excellent institutions do strive somewhat more for greater job task enlargement. In other words, there is a greater chance that nurses and care workers in excellent institutions can also carry out palliative tasks, consideration tasks, training tasks, supportive tasks, and purchase tasks in addition to their basic duties. They do not differ significantly from risk or average institutions with regard to their (innovative) training and development policies. There is, however, a very significant difference in the extent of labor relations and labor management. More specifically, the relatively positive relationship with an immediate supervisor and the perceived quality of management can clearly be seen here. Despite the generally critical attitude of staff toward their immediate supervisors, excellent quality practices reveal themselves in optimal mutual work relationships, alongside well-assessed management qualities. These practices generate a far greater specific quality impact than other policy areas.
Our basic hypothesis can only be partly confirmed. The data provided little empirical evidence for forming hypotheses with a normative connotation (i.e., hypotheses in which unintended positive quality effects are expected from innovative policy practices). Explanations for this have
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already been given. The results in the table show that there are no, or very few, (mature) innovations in the area of labor allocation, and this means that direct quality effects can hardly be expected. The same goes for the area of work design. A question that arises directly from this is whether our search for best practices is then equal to a measure for nothing. This is not our opinion. The reference framework for our research must be turned around. This can be achieved by no longer starting from the normative (practice) theory but starting instead with "excellent" practice, which can teach us important content and policy lessons. We will first examine the results of the regulation problems and opportunities.
BEST PRACTICES = ?
If we examine the regulation problems by looking at the differences among excellent, risk, and average institutions (see Table 5 ), then it is immediately clear that excellent institutions always score significantly lower. There are relatively fewer complaints in excellent institutions relating to work pressure and difficult working situations. This is partly to be expected: Difficult work situations (e.g., waiting for other services, problems concerning work means, etc.) and work pressures are profiled as organizational
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De Prins, Henderickx problems that can be tackled in comparison with, for example, difficult care situations (handling awkward, aggressive, terminally sick residents). This means that regulation problems can be effectively dealt with and reduced. Therefore, regarding regulation opportunities, there is a noticeable difference between opportunities for policy consultation and support. On average, excellent institutions score 7.72 in this area (scale = 0-10) in comparison with 6.5 in average institutions and 5.91 in risk institutions. The policy consultation and support dimension seems to be the most prominent factor in the profiling of excellent institutions. It can be assumed that the favorable scores regarding work pressure and difficult work situations are related to the proven merits of these (external) regulation opportunities in the past. Whenever work pressure problems and/or difficult work situations are discussed systematically and effectively with supervisors and within the framework of a basic consultation structure, this produces results, even in the long term. They no longer function (merely) as a cure but also as a prevention by offering regulation opportunities. In line with the results presented in Table 5 , comparative multiple (multilevel) regression analyses show that models with regulation problems or opportunities as dependent variables always generate a higher model fit than those models with quality conditions as independent variables. This means that the effective presence of autonomy, information, support, and consultation better explains the variation between the institutions and the individuals than their accommodating quality contexts. Moreover, the policy consultation and support scores as dominant regulation opportunities confirm the already established importance of healthy human relations and sharing leadership within the institution. More than innovative work design and HR-development principles, good management and healthy labor relations contribute to the outstanding quality conditions within the context of an intramural care setting. The proposed statement can be further strengthened whenever we examine the results of the indirect effects of the quality conditions. We have already suggested that the innovative or positive implementation of quality conditions generates little immediate effect in terms of stress reduction and best use of individually tailored care. However, this was perhaps not the case for the indirect effects in the area of regulation opportunities. The results reported in Table 6 are supportive in this context. Three points are noticeable in the table. First, operating with maximal integrated work entities stimulates the measure and the effectiveness of the policy consultation and the support. Second, function enlargement stimulates the information dimension and the policy consultation and the support. Third, good mutual relationships and/or a positive estimate of the management qualities stimulates both the consultative and supportive dimensions and the dimensions of autonomy and involvement. They make up the backbone of the regulation opportunities seen from the work management and labor relations.
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DISCUSSION AND CONCLUSION
Notwithstanding the temporally and spatially restricted scope of our empirical exploration of the HRM effectiveness in Belgian older people's and nursing homes, our data allow for a critical evaluation of the nature of HRM
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De Prins, Henderickx within older people's and nursing homes. The research results stated give an indication of the relevance but also the difficulty and multidimensionality of implementing an HR policy to fit long-term care organizations. The results show that in older people's and nursing homes, innovative policy practices have very little effect on the realities of stress and individually tailored care, an important conclusion that puts so-called good news concerning management innovation into perspective. More than innovative organization and HR principles, good management and healthy mutual work relationships make up the foremost quality conditions within the context of an intramural care setting. This finding is consistent with the conclusion of Rondeau and Wagar (2001) that simply introducing HRM practices or programs in nursing HRM Effectiveness 567 homes, in the absence of appropriately supportive workplace climates, will be insufficient to attain optimal organizational performance. Nursing homes in their sample that performed best overall were found to report having a workplace climate that reflected the seminal value that it placed on its HR. This conclusion can be seen at the background of the fact that older people's and nursing homes form ambiguous entities. On one hand, they function as fully fledged enterprises, yet on the other hand, they constitute a certain type of living environment (see Habermas, 1982) . Kunneman (1996, p. 269) speaks in this context about "care companies" in which the expectations include efficiency and sympathy, skill and personal involvement, advanced technology, and communicative equality all at the same time. Unlike in a production company, one bears responsibility for the communicative and existential quality of the "production process." Within the interference area between the system and the social environment, there is no mention of an unequivocal or formally empowered primacy of both; communicative processes have their own logic within the context of a system. Predicting this social environment logic by applying rational or innovative management approaches becomes a precarious business.
On the basis of these results, it could be stated that the outlook of the human relations movement, which is regarded by many as antiquated, deserves fresh consideration. The human relations approach emerged during the middle years of the 20th century. It tempered the former scientific management movement by its recognition that people differed from other resources, that-if they were treated as clock numbers rather than as human beings-they would not be fully effective at work and could even fight back to the point of subverting management intentions. It also recognized the significance of social relationships at work, the informal organization (Argyris, 1957) . Managers, therefore, had to pay attention to the nature of supervision and the working of groups and teams and had to find ways of involving employees through job design, motivation, and a democratic, consultative, or participative style of management.
Notes
